bladder and kidney with Koch's bacillus; since then the research of Winsbury-White has confirmed this in its relation to B. coli manifestations.
Some hold that pyelitis is a blood-borne disease, others think that it is an ascending infection via the urethra, but for my own part, considering the extraordinary frequency in the East of manifestations due to B. coli, I am sure that the cause of the infection in women is by way of the perivascular lymph-spaces at the base of the bladder from an infected cervix. From this area the organisms travel not only to the base of the broad ligament and the glands in the sacral bays, but also through the peri-ureteral lymphatics, to the kidney substance and the glands in the hilum of that organ.
My reasoning is based on the clinical facts that: (1) Despite high fever and bacilluria, there is swelling or actual tenderness of the kidney in only a very small proportion; (2) Though pure B. coli can be obtained in culture from the bladder, it is rare to find it in the pelvis of the kidney after ureteral catheterization. (3) The base of the bladder and broad ligament is tender and there is pain on tilting the cervix uteri. (4) Local treatment to the bladder and cervix, together with intensive alkaline diuretic treatment, will determine most cases. (5) The speed of cure can be greatly accelerated by non-specific protein-shock substances, such as aolan, which stimulate reticulocytes and the guardian-cells which inhabit the base of the broad ligament.
Such clinical findings lead me to think that pyelitis, per se, rarely exists in those cases so frequently seen in girls and young women, or during pregnancy and after childbirth.
I do not deny that occasionally a blood-borne pyelonephritis may occur but I am of the opinion that this very serious condition, accompanied by constitutional symptoms of gravity, is rare in the tropics.
Nor do I hesitate to say that just as bacilli and cocci are carried by the lymphatics from the cervical region to the bladder, so they may occasionally, especially after a menstrual period, when the vaginal flora are alkaline, be conveyed to the tubes and ovaries, giving rise to those not infrequent attacks of salpingitis with or without the formation of foul-smelling tubo-ovarian abscesses.
Another very common cause of anxiety is excessive or prolonged menstruation, which gives rise to secondary anemia. Such epimenorrhcea or menorrhagia may be met with in married and young.unmarried women and is associated in a great many cases (as I have proved at operation) with hyperplasia or small polycystic disease of the ovaries, the result being excess-formation and circulation of cestrin with hyperamia of the uterus and cervix.
Apart from sexual aberrations and postpartum malpositions of the uterus, this common tropical symptom is, I think, due not so much to climate as to dietetic defects which have their effect upon the thyroid, parathyroid, and pituitary glandsfor if these patients are given whole thyroid in half-grain doses together with iodine, calcium, and a vitamin-A and D preparation, and if, at the same time, their diet is properly supervised, the symptoms will be relieved. Some, however, react to injections of antuitrfa and progestin.
In the past there has been a tendency for young surgeons, when treatment by ergot and the like has failed, to curette these patients-a useless procedure, doomed to cause disappointment. Others have treated them, prematurely, by radium or hysterectomy-with needless brutality. Very often a sea-trip or a change of diet in a temperate climate will cure them, for the cure then lies in the altered function of the endocrines.
In married women suffering from too-frequent or too-prolonged menstruation there is frequently a complaint of sterility. In many of these cases, if a diagnostic curetting is done shortly before the expected period, it will be found that the scrapings show none of the typical pre-menstrual secretory changes, and hence it may definitely be inferred that these are cases of anovular menstruation; that is to say, the Graafian follicle does not rupture and expel its ovum, nor is there formation of a corpus luteum. After many investigations of these patients I am inclined to think that a lipiodologram, together with a change to England or the hills, away from the husband for six months, is the best treatment. Whether the lipiodol acts on the tubal mucous membrane and ovary, or whether the improved diet and treatment taken during the rest period in Europe is the cause, I am not prepared to state, but the fact remains that a large percentage become pregnant on their return.
Modernresearch seems, however, to indicate that the solution of these difficult cases of anovular menstruation lies in the administration of anterior pituitary extract and progestin by injection, twice a week for three months. No country affords better scope for trying out the efficacy of such treatment than India.
Still another condition which is a frequent cause of invalidism and operation in the tropics, is connected with ovarian and pituitary dysharmony. Normally, the Graafian follicle ruptures between the thirteenth and seventeenth day of the menstrual cycle, but in the tropics very often the follicle goes on distending and fails to rupture, giving rise to chronic right or left lower abdominal pain. Suddenly the distended cyst may burst, spilling its contents, together with blood, into the pelvis, giving rise to symptoms of peritonism very much resembling those of appendicitis. But there is no fever, or leucocytosis, and rarely is there vomiting or rigidity. Rectally localized pain, or maybe swelling, can be elicited. Immediate operation is very rarely required, for the majority of cases can be treated on the lines already indicated.
There is, however, a condition of the ovaries which is almost pathognomonic of the tropics, so common is it for the gynaecologist to meet with it at operation there, as compared with here. I refer to bilateral "tarry or chocolate " cysts of the ovary. These are quite different in pathology from endometriomata which are due either to metaplasia or to retrogressive implants of uterine mucous membrane, for they are caused by haemorrhages from the congested vessels of the membrana granulosa of the ruptured or unruptured follicle. This blood laminates within the follicle and when it bursts, some of the tarry fluid is expelled, setting up localized peritoneal changes with veil-like adhesions. There is a good deal of local pain but fever and leucocytosis are slight; as a rule, the swellings, tender and painful, perhaps no bigger than a walnut, can be felt on each side of the uterus, low down in the pelvis. Menorrhagia and backache are the most constant features, with recurrent intermenstrual pain. The unwary general surgeon may diagnose appendicitis or infective salpingitis, and many times I have known a husband to be impugned 'quite unjustifiably. The condition may be due to climatic pelvic congestion but I am inclined to think that it is caused more often by tropical pituitary and ovarian dysfunction. Very rarely is immediate operation necessary, for out of hundreds of such cases, I have had to operate urgently on only five or six occasions-on account of alarming intraperitoneal haemorrhage. In most cases rest for a few days and treatment on the lines already indicated will obviate recurrence. Resolution of the local pelvic swelling and pain can often be obtained by bi-weekly injections of non-specific protein-shock substances, such as aolan or skimmed milk, which raise the reticulocyte count. If symptoms should persist, operation, with freeing of the adherent ovaries from the pelvic floor and hemisection or enucleation of the hamorrhagic cysts, will be necessary-the surgeon taking care to suspend the uterus anteriorly and remove the appendix before closing the abdomen.
Lastly, I will refer, in connexion with the ovaries, to metropathia haemorrhagica, a condition as common in the old as in the young and in the tropics particularly frequent in Europeans between the ages of 36 and 45. In this disease usually after a month or so of amenorrhwa, which, in the case of married women may lead them to fear that they are pregnant, the patient has a continuous loss of blood for weeks; the practitioner assumes that she has incompletely aborted and perhaps curettes her, the scrapings being thrown away. To the patient's disgust, in 80% of cases the haamorrhage returns, because it is associated with pituitary and ovarian dysfunction, and the persistence of a small cyst, or cysts, of one ovary without the formation of corpus luteum. The mucous membrane of the uterus is polypoid, or like the pile of a Turkish carpet, and has a peculiar but perfectly typical appearance under the microscope. The treatment of these cases is a matter of opinion, for my own part I prefer hysterectomy, if possible by the vaginal route, others prefer radium treatment. In some cases it is possible to temporize by medical treatment and the injection of antuitrin S. or progestin. I only mention this condition because it is a more frequent cause of ihvalidism, and of errors of diagnosis and treatment, in the tropics than it is here. Quite a number of these cases I have seen diagnosed as cancer of the body of the uterus, because the acinous overgrowth and cystic spaces with heaped-up epithelium have confused microscopists in the tropics, who have not had access to the advances in knowledge of modern gynsecological pathology.
It would not be fitting to terminate this brief survey of some gynaecological problems without mention of the operative side of the question, for surgical wisdom is the daughter of experience.
In the East though greater care is perhaps needed with regard to antisepsis, wounds heal very readily, and whether, due to the open air houses, or the sun, or to the fact that the climate is not conducive to lying in bed, thrombosis, embolism, and post-operative hernia are very rare. But there is one almost constant post-operative feature, and that is ileus. Whether the cause is vasomotor, through the mesenteric vessels, or lies in the food-content of the bowel, or is produced by some agent that inhibits or neutralizes that acetylcholine which normally activates the parasympathetic, who can say, but the fact remains that much anxiety and no little danger results if the surgeon does not employ active measures at the very first appearance of distension. Surgeons trained and practising only in England can have no idea of the enormous amount of tympanitic ileus which may occur within twenty-four hours of a simple operation (such as appendicectomy, for instance) in the tropics. Hesitation or delay in combating this may result in fatal acetonaemia or alkalosis.
Another operative point I must emphasize is that European women in the tropics have, as a rule, low blood-pressures which tend to drop dangerously if the operator is slow or the patient is kept in the Trendelenburg position too long. For this reason I have for many years advised surgeons beginning their careers, to register beforehand the pulse-pressure (systolic-diastolic pressure), for if this is above 75 or bdlow 25, it is best, when possible, to wait. Should, however, intervention be necessary, it is a wise plan to give glucose and calcium intravenously with or without a few units of insulin, as post-operative shock and psychasthenia are common.
Obstetrics.-Although hyperemesis, toxa3mic abortion, and jaundice are common in the early months of pregnancy, toxic antepartum haemorrhage, pre-eclampsia and eclampsia fulminans in the later months are rare in the tropics among European women.
The explanation of this seeming paradox does not lie under the heading of antenatal care, for mothers, nurses, and doctors in the East do not differ from those in the West in this respect. The explanation lies withnature, for it is in the early months of pregnancy that the strain of adjustment is greatest.
The foetus i: a parasite, perhaps robbing a parent whose haemopoietic capacity, calcium phosphorus index, and endocrine hypertrophy are all low, and the essential vitamin content in whose diet is also low. Is it to be wondered at that the strain is too great at times and that disaster occurs ?
In the West, antenatal care becomes concentrated in the late months; in the East it begins, or should begin, immediately a period is missed, with a close overhaul of the blood, stools, and urine, and then the diet should be minutely scrutinized, not only as regards the iron, zinc, manganese and copper content, but also as regards the calcium phosphorus content; for if, as has been computed, the fcetus needs 10 gr. of calcium a day, the mother must be able to obtain at least double that quantity to maintain a proper balance.
It should be remembered that a pint of good English milk contains 10 gr. of calcium, and that very few pregnant mothers in the East will drink that quantity of untasty buffalo's milk.
Therefore if the total food does not contain the required amount of calcium, and it must be borne in mind that there are only 7 gr. of calcium in 3 oz. of protein, the fotus will take its requirements from the bones, blood, and teeth of the mother. It is our duty, then, to see that any such defect is rectified and any deficiency of vitamin C and D supplied. Who among us with any experience has not seen gingivitis, tetany, brittleness of teeth and hair, muscular weakness, nocturnal cramps, rashes and neuralgias, all of which are curable features of vitamin-B, C and D deficiency. In others, simple hypochlorhydria, or the absence of Castle's extrinsic and intrinsic factors, or an excess of fat beyond the assimilation-point of the liver, upsets the equilibrium, with consequent byperemesis, jaundice or abortion.
Once, however, the essential adjustment of function has been attained, it is usual for the European with her mixed diet to carry on without mischance, provided that ordinary care and supervision are exercised, and, above all, that the attendant remembers that the maternal serum calcium gradually decreases during the latter months of pregnancy, and reaches its lowest level at the moment of delivery, a point of particular importance in the tropics, where uterine inertia, post-partum hemorrhage, and obstetric shock are so frequently the source of catastrophe. Indeed, it is the duty of every doctor to see that the diet of all antenatal patients in the East is supplemented from the very beginning by one of the standard A and D preparations. This is not the place in which to refer to the catastrophes of labour, but I should be omitting a duty if I did not call attention to an outstanding problem which confronts every obstetrician in hot climates (probably five times to every once in temperate zones) namely, that of the flabby, inert uterus whose membranes rupture early, the mother lingering on in labour for days, developing ketonaemia, ketonuria, hypoglycvemia, and albuminuria, eventually giving birth to a dead baby and, alas, in many cases, following that infant to the grave. Anteand intra-partum measures can do much to prevent such a train of events, but because such disasters are often unforeseen I make a special plea for European mothers to be confined in properly equiipped nursing-homes or hospitals, for I have met with and heard of these cases too frequently not to know that the only way to save them is for the expert attendant to be capable of performing a lower-uterine-segment Cassarean section. Doubtless I shall be adversely criticized for saying this, but those who have never been East of Suez know little of puerperal sepsis and puerperal mania. Few have seen postpartum hamorrhage as it may occur in these patients. Few realize that true postmaturity, due to hormonal disturbance, rare in the West, is one of the commonest causes of such disasters as I have mentioned in torrid climates-disasters which I am happy to say are now being forestalled, for verily " without vision the people perish."
The riddle of the calcium-phosphorus ratio is an exceedingly abstruse one. We know that the serum calcium is lowest, and the diffusible calcium greatest, at the moment of delivery-that the cord-blood of the infant is higher in total calcium than that of its mother, and that the European mother frequently exhibits neuralgias, cramps, and even tetany, because her ionizable calcium content and hydrogen-ion concentration are low.
Is it not possible that these are protective measures, associated with dietetic hyperacidity of the bowel and hyperactivity of the parathyroid, against toxsmia ?
How else can we explain the clinical facts that ante-partum toxsemic haemorrhage and pre-eclampsia are very rare in the European woman in the tropics, in the woman with sprue, in the Indian with osteomalacia, whereas, on the other hand, antepartum haemorrhage and eclampsia among Indians are everyday happenings? Can we explain it by saying that the diffusible calcium is low and the serum calcium high or vice versa ? That the patients are afflicted with alkalhemia or lack parathyroid protection ? And now I want to turn to a problem concerning purely European girls who are allowed to remain in the tropics too long; a problem perhaps most often encountered in daughters of the first generation of the domiciled community, that is Europeans who have elected to stay and make their permanent home in the tropics.
In these children, reared and fed on a diet deficient in vitamins and particularly the calcifying factor, vitamin D, changes are particularly liable to occur in the bones and joints of the pelvis, with the result that the typical android or funnel pelvis with marked contraction at the outlet may be met with. In others the drain upon the spongiosa is more general, with the result that the girdle bones are lighter and smaller than normal.
[Typical examples of each type of pelvis were shown, the first being a funnel-pelvis belonging to a woman aged 23, who, owing to the Great War, was kept in India till she was 15 years old. She then came home, married, and returned to the East to die of puerperal sepsis consequent upon undiagnosed obstruction and a late craniotomy. A small round pelvis shown was that of a girl of the domiciled community, aged 21, who was admitted in extremis with a ruptured uterus.] An efficient diet is equally important in the postnatal period, for not onlv is it unusual for European women to be able to nurse their infants for more than three months but it is common to hear complaint of postnatal backache and girdle pain due to relaxation of the essential joints of the pelvis. This, together with muscular fatigue and neurasthenia after confinement, are, I am sure, related to calcium phosphorus and whole thyroid deficiency-a fact that has not, as yet, received sufficient recognition by obstetricians and physicians in the East.
Moreover it is probable that the above factors closely associated with postnatal hypofunction of the pituitary gland are responsible for the large number of cases of one-child sterility that we see to-day.
[The author then dealt with the subject of contraception and urged that the technique of the operations for temporary, as well as permanent, sterilization should be mastered by surgeons practising in the tropics.] Sprue is a complication of pregnancy which presents many problems. In one year I had in my charge five patients, pure Europeans, who while under the care of skilled physicians were referred to me obstetrically. Two of these had premature labour with death of the fcetus, three were confined at term. One baby had a large spina bifida, another had incomplete ossification of the calvarium so that there was a space two or three inches wide from the nasion to the occipital protuberance, and a third had complete double talipes and genu recurvatum. It may be objected that five bricks do not build a house, but, having seen a great number of these cases in some of which the mother died during pregnancy or after labour, I am inclined to think that pregnancy should be terminated in the early months in this deficiency disease.
There is just one other feature of interest which I should mention in connexion with sprue and that is that though, as in osteomalacia-with crumpling of the bones-albuminuria is very common, eclampsia is very rare. In both sprue and osteomalacia, however, there-is a tendency to fits which may be diagnosed as hysterical or eclamptic; such convulsions with cyanosis are of extraordinary interest in that they exactly resemble those of the rickety infant with laryngismus stridulus, and thereby give the earliest indication of the essential biochemistry.
Finally, may I call attention to a condition of acute cedema without albuminuria which frequently occurs in the tropics and may give rise to considerable alarm. This symptom may come on quite suddenly and attack the limbs or face. The blood-pressure is not raised, nor can dietetic indiscretion be discovered; the cause may be due to the Oriental cook having put too much salt in the food, or to marked decrease in the urinary chlorides, associated with considerable diminution in the plasma bicarbonate. This form of cedema,.so alarming when seen for the first time during pregnancy, is transient, and readily disappears if quarteror halfounce doses of sodium bicarbonate are given daily in water, and if the cooking and eating of salt with food are restricted.
Di8cUs8ion.-Dr. MONTAGUE MAYBURY said that in the British Solomon Islands conditions were very different from those in India. There were only about 300 Europeans scattered on many islands, and most of the married women went to Australia or New Zealand for their confinements. He believed that this was the reason why he had not seen many of the complications mentioned by Mr. Green-Armytage.
Menorrhagia was common, but cases of leucorrhaea had only occasionally come to his notice.
Food was chiefly tinned, except at a few of the larger stations, but native fruits and vegetables were plentiful, and pigeons, fowls, and eggs could usually be obtained. Vitamin concentrates were not in general use by the European community.
Mr. W. C. MT. NIXON said that he was impressed by the frequency of Trichomona8 vaginali8 as a cause of discharge in women. He asked whether this organism was commonly found amongst pregnant European women in the tropics. He recalled a case of fulminating cedema due to aplastic anemia and suggested that a blood-count might have been of some help in diagnosis in those cases referred to by the speaker.
Dr. H. S. STANNUS: It is noteworthy that nearly all the abnormal conditions met with by Mr. Green-Armytage are ascribed to endocrine disturbances and deficiencies in calcium, phosphorus, and vitamins. This opens up a wide problem which has an interest for all of us even though we be not gynfecologists.
Mr. Green-Armytage has stated that some of the associated symptoms are those of deficiencies due to the tropical environment. One would like to hear the grounds on which these statements are made. What figures for calcium and phosphorus in the blood of his patients were found; what was their basal metabolic rate ? How were the vitamin deficiencies in their diet determined ?
Are the conditions described in fact due to tropical conditions per se or to wrong habits of life adopted by certain sections of the female European population in India ?
Mr. GREEN-ARMYTAGE (in reply to Dr. Stannus) said that in no cases were basal metabolic rates recorded, but in a large proportion of hospital cases the calcium and phosphorus indices were computed, particularly in those whose clinical features led one to believe that there were deficiency symptoms. The majority of patients were from Bengal, Orissa and Assam districts. Their diet, on investigation, had shown obvious defects, for there was an instinctive dislike of buffalo's milk, of eggs and of native-grown green vegetables. The clinical features of the recorded cases were typical and it was remarkable
